In countries where modern obstetric facilities are limited, the selection of patients for transfer to wellequipped maternity units is vitally important.
The decision as to whether the forthcoming labour will be easy or difficult must be made on clinical grounds. Clinical guidelines for the outcome of labour are based on maternal height, the size of the baby and the size and shape of the mother's pelvis. All three factors must be assessed to give a reasonably accurate forecast of the forthcoming labour.
Examination of mother and baby are best conducted at 38 weeks' gestation as at this stage of pregnancy in the absence of cephalopelvic disproportion the fetal head should be engaged. If the mother is of average height or above, and the fetal head is engaged, then the outlook is good. Conversely if the mother is of short stature, and the fetal head has not engaged, then one must make a careful assessment of the baby's size, and the size and shape of the maternal pelvis.
The clinical estimation of fetal size should not be unduly difficult for an experienced midwife or obstetrician who has been involved in a large series of antenatal clinics. During these clinics the examining midwife/doctor is constantly assessing the size of babies into three broad groups, i.e. small, average and large. With constant practice one can get quite near to the actual fetal weight, by comparing one's 'guestimate' in the antenatal clinic, with the weight of the newborn babe.
If the baby's head is free at 38 weeks, other causes for non-engagement should be excluded, i.e. a loaded rectum, full bladder or possible placenta praevia. Placenta praevia can, in part, be excluded by two simple methods without resorting to ultrasound examination. The first method is to ballot the fetal head against the sacral promontory. If there is clear ballotment of the fetal head on to the promontory, a posterior placenta praevia is unlikely. If the fetal head is clearly felt through the abdominal wall an anterior placenta praevia is unlikely. The second way of localizing the placenta, when ultrasound is not available, is to have two soft tissue X-rays (anteroposterior and lateral) of the uterus. This should show the outline of the uterine muscle clearly and also localize the placental site. These two methods have been invaluable over the years, before the advent of ultrasound technology.
A useful test for fetal head engagement is to stand the patient behind the examination couch and ask her to lean on her outstretched hands. In this position, with the abdominal muscles relaxed, the examining midwife or doctor should be able to detect whether the fetal head has passed through the brim of the pelvis or has remained unengaged. If still in doubt, and if X-rays are available, a simple single lateral erect X-ray is most helpful. This will show the exact position of the baby's head with regard to the pelvic brim and will also give a good idea of the pelvic capacity with particular reference to the curve or straightness of the sacrum. If the head has not engaged fully, and there is still some doubt about the capacity of the pelvis, a careful clinical pelvic examination is essential.
During this examination one should palpate the curve of the sacrum, attempt to feel the sacral promontory (normally out of reach of the average length finger), check the prominence of the ischial spines, feel the curve of the fore-pelvis, check the space under the sub-pubic arch, and finally the distance between the ischial tuberosities.
This thorough clinical assessment of the baby's size, the mother's pelvis and the engagement/non-engage-ment of the fetal head should allow one to predict fairly accurately the course of the forthcoming labour.
The advent of ultrasound, fetal heart monitoring, fetal blood sampling and epidural anaesthesia, have changed the face of ante-natal and intra-partum care; but in spite of the new advances, prediction of the course of labour must be based on careful clinical assessments at or near
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